Background and Objectives: Despite increasing attention to the use of shared decision making (SDM) in the
S hared decision making (SDM) has been described as "an approach where clinicians and patients share the best available evidence when faced with the task of making decisions," not only sharing information, but working together to come to a decision informed by the physician's expertise and the patient's values and goals, needs and preferences, and risk tolerance. 1 A recently published framework suggests that only three factors are necessary for SDM to be appropriate in the ED: some degree of clinical equipoise, a willing and able patient or proxy, and time. 2 Although research in the field of SDM has been ongoing for several decades, recent attention to the opportunities for SDM in the emergency department (ED) has heightened the need for ED-specific research. 3, 4 Several studies have examined SDM from the perspective of the ED physician, recognizing the importance of the physician-as-stakeholder. [5] [6] [7] These studies have found that physicians often believe their patients do not want to be involved in decisions in the setting of emergency care. 5, 6 However, no studies have examined SDM from the point of view of the ED patient.
Numerous qualitative and quantitative studies have examined patients' perceptions, attitudes, and preferences outside of the context of emergency care. [8] [9] [10] [11] A recent systematic review examined patients' perspectives on SDM in primary and secondary care settings both within and outside the United States. The authors reported that patients needed knowledge, about their condition and their options, as well as power, in the setting of the power imbalance of the physician-patient relationship, to be able to fully participate in SDM. 11 This review also suggested that patients may believe that SDM is more difficult to achieve in the ED compared to other settings due to factors such as not knowing the physician, lack of trust, lack of time, lack of privacy, the severity/importance of the decision, and concern over being labeled as "difficult." 11 Many of these factors are theoretically more common in the setting of ED care compared to outpatient primary care.
Patients in the ED are often in a different physical and emotional condition compared to patients in an office setting, making it important to understand the unique perspectives of ED patients regarding SDM. To extend current understanding of SDM in the ED, we addressed the following questions: 1) Do ED patients want to be involved in medical decision making during an ED encounter? 2) What factors affect their desired level of involvement? and 3) What barriers and facilitators to SDM in the ED do patients identify? To fully explore these questions, we decided to begin with a qualitative approach.
METHODS

Study Design and Interview Guide
We conducted semistructured interviews with a purposive sample of ED patients or their proxies using an interview guide developed by the investigators. The interview guide drew upon a framework detailed in a recent systematic review of patients' perceptions of SDM ( Figure 1 ) and is available in Data Supplement S1 (available as supporting information in the online version of this paper, which is available at http://on linelibrary.wiley.com/doi/10.1111/acem.13416/full). 11 The interview started with questions about the patient's experience during that ED visit. The interviewer asked about whether the patient could think of a time when a doctor made it clear that there was more than one option for their care, in the ED or otherwise. After prompts to explore the answers, the concept of SDM was explained, and comprehension was checked via the teach-back method. If the patient did not seem to fully grasp the concept, it was reexplained and understanding re-checked. After providing this definition of SDM, patients were asked again about previous experiences making decisions together with doctors. These experiences helped the interviewers explore the barriers and facilitators as perceived by the patients. Finally, the patients were presented with three scenarios (Data Supplement S2, Table S2 , available as supporting information in the online version of this paper, which is available at http://onlinelibra ry.wiley.com/doi/10.1111/acem.13416/full) and asked whether they would want to be involved with decision making if they were faced with that scenario. These particular scenarios were chosen because they were common and simple enough to explain, but different enough to facilitate further exploratory questions. This allowed interviewers to explore factors that may change participants' desired level of involvement. The guide was revised over the course of the first six interviews. Notable changes included increasing the detail in the scenarios presented. The study was granted exempt status by the local institutional review board and was designed to comply with standards for qualitative research.
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Study Setting and Population
The research team approached a purposive sample of clinically stable ED patients (i.e., not requiring constant nursing or clinician presence) or their proxies, aiming for variation in sex, age, race/ethnicity, primary ACADEMIC EMERGENCY MEDICINE • July 2018, Vol. 25, No. 7 • www.aemj.org language, experience with ED care, chronic medical conditions, and disposition (admission versus discharge). Potential participants were approached after their clinician confirmed that they were hemodynamically stable; did not require acute interventions; spoke conversational English; and were not immediately leaving the department for testing, admission, or discharge. Patients were approached in two different EDs in New England. The first ED is an urban, academic, tertiary care, Level I trauma center with > 115,000 visits/year. The second ED is a community site located in a rural community, with < 30,000 visits/year.
Data Collection and Analysis
Participants were approached in private ED rooms by one or two members of the research team. The study was explained, written informed consent was obtained, and interviews took place in private rooms. Family members or friends accompanying the patient or proxy were allowed to stay and add commentary at the discretion of the interviewee; these people did not sign informed consent, but were present for the consenting process and were aware that their participation was voluntary. When a patient did not have decision-making capacity, the interviewee was the proxy and signed informed consent, with the idea that in the setting of a clinical decision, they would be the person engaging in SDM regarding the patient's care.
Initial interviews were performed with two members of the research team present (EMS and GD), with one member taking notes. All interviews were audio recorded and transcribed (discussion not related to involvement in decision making was not transcribed). Transcripts were entered into Dedoose qualitative data management and analysis software (Dedoose Version 7.0.18, SocioCultural Research Consultants, LLC). Three trained members of the research team coded transcripts and field notes using a directed approach to qualitative content analysis: that is, we combined a priori codes drawn from the literature and our framework ( Figure 1 ) with emergent themes. 15 Prior to coding transcripts, each team member listened to the interview they were about to code to better understand the nuances of the conversation. Coding of transcripts was performed iteratively and concurrently with subsequent interviews; transcripts were recoded as the codebook was revised. Each of the three coders coded each transcript at least once, resolving differences through consensus. Interviews were conducted until goals for participant heterogeneity were achieved and theoretical saturation was reached (few new themes emerged from final four interviews). 16 The codebook is available in Data Supplement S3 (available as supporting information in the online version of this paper, which is available at http://onlinelibrary.wiley.com/doi/10.1111/ace m.13416/full).
Research Team and Reflexivity
Interviews were conducted by a female attending emergency physician (EP; EMS) and a female senior EM resident (GD). EMS had experience with qualitative methods and GD received training and observed six interviews prior to independently interviewing. Interviewers were not working clinically at the times of the interviews and did not have a relationship with participants outside of the interview. The three coders were all practicing EPs (attendings or residents).
RESULTS
We approached 43 patients or proxies at two different EDs in New England. Fourteen refused because they were "too tired" or "not feeling well" or being discharged. Twenty-nine patients/proxies consented to interviews. Participants represented a diverse range of demographic characteristics (Table 1) . Approximately half of interviewees had friends or family present who offered commentary (demographics not recorded).
Do ED Patients Want to Be Involved in Medical Decision-making During an ED Encounter?
The majority of participants wanted to be involved in decisions both with their primary doctor and in the ED. Nearly all participants felt comfortable asking a doctor to explain things, but a smaller proportion were comfortable disagreeing with a doctor. When presented with the hypothetical scenarios, the majority of participants continued to want to be involved in decisions. All participants wanted to be involved in at least one of the hypothetical decisions discussed (Data Supplement S2, Tables S1 and S2)
What Factors Affect Patients' Desired Level of Involvement?
Participants identified a number of factors that influenced whether or not they wanted to be involved in a particular decision ( Table 2 ). Some of these factors affected both their desire and their ability to be involved (Table 3) . Situational Characteristics. Many participants noted that the more serious the illness, the more involvement they would want. Some also noted that when they understood the decision at hand, such as in the case of a decision they had faced previously (i.e., admission), they were more likely to want involvement.
Factors That Decreased Desire For Involvement. Patient-level Factors and Previous Experiences. Two participants mentioned that being involved with medical decisions made them anxious, and several noted that if they were in severe pain, they might not want to be involved.
Situation Characteristics. Although many participants, as noted above, wanted more involvement if they were seriously ill, others noted that as their illness severity increased, their desire for involvement went down. Many participants made it clear that when they did not understand the consequences of the decision at hand, or they felt that the consequences were trivial, they did not care to be involved.
What Are the Patient-perceived Barriers and Facilitators to SDM in the ED?
Participants identified many factors that contribute to their ability to be involved in medical decisions, and the majority of these factors could be grouped in the categories of physician characteristics and behavior, patient-level characteristics and previous experiences, and situation characteristics (Table 3) .
Facilitators. Physician Characteristics and
Behavior. Participants consistently noted that SDM would be easier with physicians who had good communication skills, i.e., who were both good listeners and good "explainers." They noted that they wanted clear explanations not just of the options, but also of the potential consequences of their decisions. Similarly, a number of participants noted that they would prefer the physician to explicitly invite their Physician is humble and accepting of patient input.
The main concern is obviously listening to the patient, and not assuming that the doctor knows best all the time. [When she's around (patient's fianc ee), does that help you be more involved in this?] Oh yes, I love it. I love it, because she understands it and she tells me. Because what do I know? (53-year-old black male) I don't think we get any decision making with our doctor, he makes them and we go along with him. We figure he knows more than we do. involvement, as they would otherwise not push for it, both because they felt that the physician was the expert and because it wasn't clear to them when it was appropriate for them to be involved. ("This is what I think would be good: to say we [have to make] a decision, and we want to get your input on it." 61-year-old African American woman being treated for sepsis)
Patient-level Factors and Previous Experiences. Participants often recognized that their own empowerment and self-efficacy, from baseline knowledge or previous experiences, was a facilitator. They discussed past experiences advocating for themselves or others and how they learned to be comfortable having medical conversations and navigating the power imbalance. (". . . this thing has been going on for years, so I understand it." 69-year-old black female being seen for GI bleed)
Finally, several noted that because they worked in the medical field (or a family member did), this made it easier to be involved. ("I can advocate for myself because I've had to do it for others." 37-year-old white female being evaluated for a head injury) Situation Characteristics. Participants noted that having a friend or family member present was a huge help to them in conversations with cliniciansthis person could advocate, ask questions, and support the patient. Many noted that they had experience advocating for friends and family, due to their comfort with the health care system. (63-year-old white male) I think this could be an overwhelming experience. Some people can see the doctor as THE doctor and they know everything, but maybe you need to talk it out a little bit. Maybe it can be overwhelming (37-year-old white female) Lack of privacy.
[Regarding the challenges of having an SDM conversation] I had no (room). I was in the hallway. Kind of sucks being in the hallway. There's no privacy.
(53-year-old black male)
Lack of relationship with the doctor.
There's lots of people, you don't really know who everyone is. (86-year-old Caucasian female) Usually you're so sick you just want them to take care of you and do their best. (80-year-old white female) CHF = congestive heart failure; PCP = primary care physician; SDM = shared decision making. *Racial identification was by free-text self-report, hence the variation in racial and ethnic descriptions. 
Participants noted that they felt that physicians were sometimes poor listeners and poor communicators, and maybe they could be taught to be better at having SDM conversations.
A sizable number of participants recounted experiences where doctors had made it clear that they were uninterested in either the patient's opinion or the patient's attempt to bring in outside information. Several noted clinicians or nurses being dismissive of medical knowledge they brought to the encounter. For example, a participant who had recently stopped his warfarin after knee surgery presented with chest pain and shortness of breath. He informed the triage nurse that he was concerned that he might have a pulmonary embolism because his symptoms matched what he had read on the Internet, and he was warned about the "misinformation on the Internet." He was subsequently found to have an embolism and relayed this story as an example of the system's lack of respect for patient input.
Participants noted that ED clinicians in particular may be rushed. While several noted this sympathetically, recognizing that there were many patients requiring care, many found this to be a barrier to a thoughtful exchange of information.
Patient-level Factors and Previous Experiences. The most prevalent themes regarding patient-level factors were the inter-related themes of lack of empowerment, relative lack of knowledge, and deference to physicians' expertise. Although the majority of participants spoke about the importance of empowerment or gave examples of their own self-efficacy, the concept of deference to the experts or acknowledgment of their own relative lack of knowledge was also endorsed by a majority of participants. Specifically, many subjects spoke of how they were willing and interested in being involved with decisions, but would never initiate a discussion about potential options. In short, although they wanted to be involved, they preferred an explicit invitation so they knew when their involvement was appropriate.
("I will never know what these people know, I don't want them waiting on me for answers, I want them to do their job." 20-year-old white female with no chronic conditions) and ("I don't want to bug a doctor, but I do like that conversation about diagnosis and treatment with options." 59-year-old white male being admitted for atrial fibrillation with rapid ventricular response) Situational Characteristics. Asked how the ED setting affected their ability to participate in SDM conversations, participants noted that many of the common challenges of being a patient in the ED would hinder SDM: waiting times, lack of privacy, multiple providers, the uncertainty of their clinical situation, time constraints, and the severity of their illness. Only a few participants felt that fear about the consequences of the decision would prevent their involvement.
Nonverbal Qualitative Analysis
While our interviews aimed to understand the barriers and facilitators to the use of SDM from the point of view of the ED patient, a number of relevant themes emerged from our interactions as interviewers.
Facilitators. First, we noticed that over the course of discussing SDM and asking questions, several participants who started the interview hesitant about their own involvement in decisions seemed to become more interested, as if our discussion of patient involvement gave them "permission" to be involved. This was generally most notable in participants who clearly endorsed general deference to medical authority. Second, we noted that when more detailed descriptions were given for hypothetical scenarios, participants were more interested in being part of decision making.
Barriers. As part of the introduction of the interview, we asked participants about their care team and providers during that visit and found that approximately half of our sample did not know their clinicians' name, with a sizable minority unable to describe them (such as their sex). Interviewers recognized this as a barrier to the good communication needed for SDM. We also noted that a sizable minority had never had any experiences with SDM and did not expect it at all, from any doctor. More than one responded to the questions about their previous SDM experiences with surprise, exemplified by one respondent: "Not my doctor! I've never had that happen." (61-year-old African American female).
Interviewers also noted that participants were often unaware that there may have been decisions being made that they could have been involved with during their visit. For example, a 50-year-old woman being admitted for observation for low-risk chest pain-a common scenario for SDM-told interviewers that there were not two options, she had to be admitted.
A few participants seemed completely disengaged from both the interview and their medical care (such as keeping eyes closed during the interview, giving short answers, not making eye contact), but when asked directly about their desire for involvement, responded very clearly that they would want to be involved with all medical decisions about their care.
Finally, the interviewers noted that trust played an interesting role in shaping participants' involvement: a number of participants noted that their mistrust of the system made them want more involvement. Others reported the inverse of this phenomenon: that they did not seek involvement because they trusted the physicians to make the best decisions. In this way, trust was a barrier to patient involvement, and mistrust a facilitator.
DISCUSSION
This is the first evaluation of the attitudes and preferences of ED patients regarding SDM, and a number of important issues are apparent. First, in contrast to what physicians believe, all participants expressed a desire to be involved in some aspects of decision making, but there was variation regarding what types of decisions they wanted to be involved in. 5 This is not surprising given the diverse concerns of the participants: for example, some felt that the decision regarding sutures versus glue for a facial laceration was important to them, and others felt that this issue was trivial. Second, the interviewers quickly realized that the amount of detail given when asking about desired level of involvement affected the participants' responses. When scenarios were explained in better detail, participants were more likely to clearly express a desire to be involved. This casts doubt on one of the proposed first steps to a SDM conversation, that the physician should ask the patient "how they want to be involved in decision making" early on in the conversation. 17, 18 Based on our results, this question should come only after significant information exchange or the patient may defer to the physician due to a lack of understanding of the options and consequences.
Regarding barriers and facilitators, although the largest systematic review to date explained that "knowledge does not equal power, both are necessary," our analysis suggested that many patients who both feel empowered and have respect for their own knowledge are still likely to take a passive role in their interactions with physicians in the setting of ED care. 11 This seems to be due to two factors. First, patients often either trusted the physician to make the right decision for them or simply felt that the physician was more qualified. Second, patients often did not recognize that there were decisions happening that they could be involved in. While they reported that they wanted to be involved if involvement was appropriate, most were unlikely to initiate involvement and instead would wait for the clinician to explicitly invite them into a discussion. In the ED, it appears that patients may need knowledge, power, and an explicit invitation. A patient's "trust in the physician" emerged as having a paradoxical role: many noted that SDM would be easier with a clinician they trusted (often due to good communication skills facilitating both trust and SDM), but they noted that mistrust of physicians or the system made them want more involvement. In this way, while trust could facilitate a good conversation, participants suggested that they would be less likely to advocate for their own involvement when they trusted the physician, and therefore, trust could lead to decreased involvement. This could play a role in promoting physicians' perception that "many patients prefer the doctors decide what do to." 5 Interviewers noted that disengaged body language could bely a desire for involvement, easily leading a clinician to "misdiagnose" this patient's desired level of involvement. 19 This nonverbal communication might create the misconception that the patient prefers to defer to the physician when in reality this disengagement may reflect the patient's response to their illness or other personal factors. Notably, a large proportion of participants did not know who their clinician was -this communication failure could create challenges for patients trying to involve themselves in medical decision making.
Our analysis leaves many unanswered questions. Although our participants were clear in their desire for compassionate and plain-spoken providers, how can providers be sure their patients are actually engaged and not simply deferring? If given explicit invitations to partake in SDM, is it possible that-in the desire be a "good patient"-the pendulum will swing too far in the other direction, and patients will acquiesce to a role in decision making that they are uncomfortable with? There is unlikely to be a one-size-fits-all solution, and efforts to further train physicians in the nuances of SDM are likely worthwhile.
LIMITATIONS
Our interviews were performed at two different hospitals in Massachusetts, with a diverse group of patients and proxies; however, all were clinically stable and able to participate in an interview in English. Interviewing patients in different regions and those who spoke other languages may have broadened the variation in the responses, and it is possible that if these same patients were more acutely ill they would have responded differently to interview questions. Additionally, the concept of SDM was new to many of the participants and it is possible that our explanations influenced their responses. Finally, as we noted, there was a strong trend of deference to physicians. Although the interviewers attempted to distance themselves from clinical care, both were physicians and this may have influenced responses.
CONCLUSIONS
These findings suggest that nearly all stable, adult ED patients want some degree of involvement in decision making in situations for which there are multiple reasonable options. However, based on our analysis, many patients do not recognize opportunities for involvement and will not ask for involvement, but will wait for a clinicians' invitation. This invitation should be accompanied by clear and jargon-free explanations of options and consequences, which should come before any question of "how would you like to be involved in this decision?" Clinicians should avoid "misdiagnosing" the patient's preference for involvement based on patients' verbal and nonverbal expressions of trust, deference, or disengagement.
